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Interleukin (IL)-6 is a cytokine with multiple biological activities. It contributes to host defense
against pathogens, whereas accelerated production of IL-6 plays a signiﬁcant pathological role in
various diseases. Clinical trials have demonstrated the efﬁcacy of tocilizumab, a humanized anti-
IL-6 receptor antibody, for patients with rheumatoid arthritis, Castleman’s disease or juvenile idio-
pathic arthritis, leading to approval of this innovative drug for the treatment of these diseases. Since
IL-6 has been demonstrated to play a signiﬁcant role in the development of various other autoim-
mune and inﬂammatory diseases, tocilizumab can be expected to become a novel drug for such dis-
eases as well.
 2011 Federation of European Biochemical Societies. Published by Elsevier B.V.1. Interleukin-6
Interleukin-6 (IL-6) is a secreted 21 kDa glycoprotein with a
four-helix bundle structure containing 185 amino acids [1]. The
IL-6 receptor (IL-6R) system consists of two chains, one being the
IL-6 receptor, which is the 80-kDa IL-6-binding subunit with a
short cytoplasmic domain [2], and the other gp130, which is the
130-kDa membrane glycoprotein and transduces the IL-6 signal
into cells via the cytoplasmic domain (Fig. 1) [3]. The broad range
of expression of gp130 on various cells suggests the pleiotropic ef-
fects of IL-6, since naturally occurring soluble IL-6R (sIL-6R) exists
in human serum, and even in cells lacking IL-6R on their surface,
the IL-6/sIL-6R complex can transduce the IL-6 signal on gp130-
expressing cells [4]. After binding of IL-6 to IL-6R, the IL-6/IL-6R
complex combines with gp130 and induces the latter’s homodi-
merization, which triggers activation of Janus kinase family tyro-
sine kinases (JAKs), then recruits and activates signal transducer
and activator of transcription (STAT)3 and the SH2-domain con-
taining protein tyrosine phosphatase-2 (SHP2) [5]. Next, activated
STAT3 translocates into the nucleus and regulates transcription for
various sets of genes. SHP2 associates with adaptor moleculecal Societies. Published by Elsevier
munoregulation, Osaka Uni-
amada-oka, Suita City, Osaka
imoto).growth factor receptor-bound protein 2 (Grb2) and then activates
the son of sevenless (SOS)/Ras–Raf–MEK–MAP kinase pathway
[6]. IL-6R is a cognate binding receptor for IL-6, whereas gp130 is
shared by IL-6 family cytokines including leukemia inhibitory fac-
tor (LIF), oncostatin M (OSM), ciliary neurotrophic factor (CNTF),
IL-11, cardiotrophin 1 (CTF1) and cardiotrophin-like cytokine
(CLC) and IL-27 [7]. These cytokines often show overlapping func-
tions with those of IL-6. The functional redundancy of various cyto-
kines is explained by the model of common signal transducer [8].
IL-27 is a heterodimeric cytokine that consists of p28 and EBI3
(Epstein-Barr virus-induced gene 3) subunits. IL-27p28 was re-
cently shown to interact with gp130, but it can not induce
gp130-mediated signaling without EBI3 and inhibits functions of
IL-6 and IL-11 as an antagonist of gp130 [9], whereas IL-27p28
after binding with cytokine-like factor 1 (CLF) even in the absence
of EBI3 was demonstrated to interact with IL-6R and induce signal-
ing on NK and T cells expressing IL-27Ra (WSX-1) and gp130 [10].
IL-6 was ﬁrst recognized as a T-cell-derived factor, which in-
duces B-cell differentiation into antibody producing cells. This
cytokine was variously known as B-cell differentiation factor,
B-cell stimulating factor-2, interferon (IFN)-b2, 26-kDa protein,
hybridoma growth factor and hepatocyte-stimulating factor before
it was recognized that all these entities were identical and the
namewas uniﬁed as IL-6 [11]. Subsequent in vitro studies, analyses
of IL-6 transgenic mice and experimental animal models have
shown that IL-6 acts not only on B cells but also on T cells,B.V. Open access under CC BY-NC-ND license.
Fig. 1. A pleiotropic activity of IL-6. IL-6 induces homodimerization of gp130 and activates JAK family tyrosine kinases, while JAKs induce tyrosine phosphorylation of gp130
and recruitment of STAT3 via the SH2 domain. This is followed by phosphorylation of STAT3 by JAKs and translocation into the nucleus to regulate gene activation.
Recruitment of SHP-2 to gp130 leads via Grb2 to activation of SOS/Ras, followed by activation of the Raf–MEK–MAP kinase pathway. A humanized anti-IL-6R antibody,
tocilizumab, binds to soluble and membranous IL-6R and competitively blocks binding of IL-6 to IL-6R or sIL-6R. IL-6 induces cell differentiation or speciﬁc gene expression,
production of acute-phase proteins in hepatocytes, reduction of iron and zinc concentration, immunoglobulin induction in B cells, cytotoxic T-cell differentiation and Th17
differentiation in T cells. IL-6 also acts on synovial ﬁbroblast cells to produce RANKL and VEGF, which promote differentiation of osteoclasts and angiogenesis. Furthermore,
IL-6 stimulates dermal ﬁbroblasts to produce collagen. Abbreviations: JAK, Janus kinase; STAT, signal transducer and activator of transcription; IL-6R, IL-6 receptor; sIL-6R,
soluble IL-6 receptor; RANKL, receptor activator of NF-kappaB ligand; VEGF, vascular endothelial growth factor.
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addition to performing a variety of functions [12]. In liver, IL-6
strongly induces wide spectrum of acute phase proteins such as
C-reactive protein (CRP), serum amyloid protein A, haptoglobin,
a1-antichymotrypsin and ﬁbrinogen, whereas IL-6 reduces ﬁbro-
nectin, albumin and transferrin (Fig. 1). Hypoferremia and hypo-
zincemia seen in inﬂammatory responses are also induced by IL-
6. Induction of hepcidin by IL-6 in liver causes hypoferremia by
blocking iron transporter ferroportin 1 on gut, resulting in anemia
of inﬂammation [13]. Induction of zinc transporter Zip14 in liver
increases zinc uptake into hepatocytes and leads to hypozincemia
[14]. In lymphocytes, IL-6 affects not only B cells but also T cells.
CD4 positive T helper cells show distinct effector functions after
their differentiation. A subset of IL-17-producing T helper cells
(Th17) reportedly plays a crucial role in the induction of autoim-
mune tissue injury. IL-6, together with TGF-b, has been shown to
be essential for Th17 differentiation from naive CD4 T cells [15].
IL-6 also acts on CD8 positive T cells to induce cytotoxic T cells
[16]. In addition to the effects of IL-6 on acquired immunity, IL-6
has an important function in the early phase of infections. IL-6 is
produced by monocytes and macrophages after the stimulation
of Toll-like receptors (TLRs) with motifs of microbes conserved
via the MyD88 (myeloid differentiation factor 88)-dependent path-
way [17]. The initial inﬁltration of neutrophils is observed in the
focus of acute infection. IL-6 orchestrates the switch in leukocyterecruitment from neutrophils to more sustained monocytic cells
that develop acquired immune responses [18]. IL-6 is also one of
the key cytokines in the pathogenesis of rheumatoid arthritis
(RA). High levels of the IL-6/sIL-6R complex in synovial ﬂuids in-
duce osteoclast-like cell formation, which is responsible for joint
destruction [19]. Moreover, IL-6 production in bone marrow stro-
mal cells induces receptor activator of NF-kappaB ligand (RANKL),
which is an essential factor for the differentiation and activation of
osteoclasts and bone resorption [20], and the increase in osteoclast
development is mediated by IL-6 after postmenopausal estrogen
loss [21]. Enhanced angiogenesis and increased vascular perme-
ability of synovial tissue are pathological features of RA, and these
characteristics are due to the excess production of vascular endo-
thelial growth factor (VEGF), which is induced by IL-6 in synovial
ﬁbroblasts [22]. The promotional activities of IL-6 such as the pro-
liferation of keratinocytes or collagen production in dermal ﬁbro-
blasts may contribute to autoimmune skin diseases such as
psoriasis and systemic sclerosis, respectively [23,24].
Along with the identiﬁcation of the IL-6 signaling pathway and
its multiple biological activities, the pathological signiﬁcance of IL-
6 for various autoimmune, inﬂammatory diseases and tumor
growth has been the subject of numerous reports. This relationship
was ﬁrst demonstrated in the case of cardiac myxoma. When the
author of this review (T.T.) was a resident, he became the physician
in charge of a patient who had presented with fever, arthritis with
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gammaglobulinemia. The patient suddenly developed a complica-
tion with cerebral thrombosis due to embolism from the atrial
myxoma. In spite of intensive care, the patient died due to multiple
embolisms. The cultured ﬂuid from the myxoma tissues, obtained
by autopsy, yielded a large quantity of IL-6 [25], which suggested
that IL-6 might contribute to chronic inﬂammation and autoimmu-
nity. Subsequent studies have shown that dysregulation of IL-6
production is implicated in the pathogenesis of Castleman’s dis-
ease [26], RA [27] and various other autoimmune, inﬂammatory
and malignant diseases [11,28].2. Development of tocilizumab, a humanized anti-IL-6 receptor
antibody
Because of the biological activities of IL-6 and its pathological
role in diseases, IL-6 blockage was anticipated to constitute a novel
treatment strategy for several inﬂammatory and autoimmune
diseases as well as cancers. In response to these expectations, toc-
ilizumab was developed, which is a humanized anti-IL-6R mono-
clonal antibody of the IgG1 class that was generated by grafting
the complementarity determining regions of a mouse anti-human
IL-6R antibody onto human IgG1. Tocilizumab blocks IL-6-medi-
ated signal transduction through inhibition of IL-6 binding to
membrane and soluble IL-6R (Fig. 1). For RA, the recommended
posology in Japan and the EU is 8 mg/kg once every 4 weeks. In
clinical terms, if the serum tocilizumab concentration is main-
tained more than 1 lg/ml, CRP remains negative [29]. The concen-
tration of CRP is therefore a hallmark for determining whether
tocilizumab completely blocks IL-6 activity in vivo.3. Tocilizumab for autoimmune and inﬂammatory diseases
3.1. Rheumatoid arthritis and reactive AA amyloidosis
RA is a chronic, progressive inﬂammatory disease of the joints
and surrounding tissues that is associated with intense pain, irre-
versible joint destruction and systemic complications [30]. The
biological activities of IL-6 and its elevation in serum as well as
synovial ﬂuids in patients with RA indicate that IL-6 is one of the
key cytokines involved in the development of RA. In fact, animal
models of RA with IL-6 deﬁciency generated by gene knockout or
of IL-6 blockade by using anti-IL-6R antibodies showed a reduction
in the incidence and severity of arthritis [31–35].
Seven Phase III clinical trials of tocilizumab carried out in Japan
and worldwide revealed its efﬁcacy both as monotherapy or com-
bined with disease modifying anti-rheumatic drugs (DMARDs) for
adult patients with moderate to severe RA [36–42]. Moreover, the
SAMURAI [36] and LITHE studies [41] proved that radiological
damage of joints was signiﬁcantly inhibited by tocilizumab treat-
ment. As a result, tocilizumab has now been approved for the treat-
ment of RA in more than 90 countries worldwide [43]. A number of
biologics such as anti-TNF blockers, an IL-1 antagonist, a B-cell
depletor, a T-cell activation blocker and tocilizumab are now avail-
able for the treatment of RA. Currently, one of the anti-TNF drugs is
indicated as a ﬁrst-line biologic [44], but between 14% and 38% of
patients show no or little response to anti-TNF treatment, with as
many as 40% of patients discontinuing these drugs within a year
and 50% within 2 years. The ﬁndings of the RADIATE trial showed
that RA patients who had previously discontinued TNF inhibitors,
mainly due to their inefﬁcacy, showed improvement of 20%, 50%
and 70% according to the American College of Rheumatology
improvement criteria (ACR20/50/70) by 50%, 28.8% and 12.4% of
the patients, respectively, when tocilizumab was administered at
8 mg/kg every 4 weeks [38].Reactive AA amyloidosis is a serious complication of RA, in
which amyloid ﬁbril deposition causes progressive deterioration
in various organs [45]. Serum amyloid A (SAA), an acute phase pro-
tein produced in the liver, is an amyloid A ﬁbril precursor protein.
Since the activation of the SAA gene depends primarily on IL-6
[46,47], tocilizumab administration promptly reduces serum con-
centrations of SAA, just as in the case of C-reactive protein [48].
Three case studies of reactive AA amyloidosis, complicated by RA
reported the ameliorative clinical effect of tocilizumab on gastroin-
testinal symptoms due to intestinal amyloidosis [49–51]. Surpris-
ingly, amyloid A ﬁbril deposits were found to have disappeared
in two cases after three injections of tocilizumab. This suggests
that tocilizumab may be suitable as a ﬁrst-line drug for RA patients
who are complicated with, or are at high risk of developing reactive
AA amyloidosis and indicate the possibility that tocilizumab may
become an innovative drug for reactive AA amyloidosis, caused
by RA and other chronic inﬂammatory disorders [43].
3.2. Castleman’s disease
Castleman’s disease is a lymphoproliferative disease with be-
nign hyperplastic lymph nodes characterized by follicular hyper-
plasia and capillary proliferation accompanied by endothelial
hyperplasia. IL-6 was highly expressed in hyperplastic lymph
nodes and in a patient with a solitary hyperplastic lymph node sur-
gical removal of the involved lymph node led to clinical improve-
ment and reduced serum IL-6 concentration [26], suggesting that
the generation of IL-6 by hyperplastic lymph nodes of Castleman’s
disease is the key element responsible for the various clinical
symptoms. Two open-label clinical trials of tocilizumab for Castle-
man’s disease showed its marked effect in clinical symptoms and
laboratory ﬁndings as well as in histologically determined amelio-
ration [52,53], leading to approval of tocilizumab as an orphan
drug for Castleman’s disease in Japan in 2005.
3.3. Systemic juvenile idiopathic arthritis and adult-onset Still’s
disease
Systemic juvenile idiopathic arthritis (JIA) is a subtype of
chronic childhood arthritis that leads to joint destruction and func-
tional disability, accompanied by systemic inﬂammation [54]. This
long-lasting inﬂammation also causes anemia, impairment of
growth and development, and reactive AA amyloidosis. Moreover,
the acute complication known as macrophage activation syndrome
is associated with serious morbidity. IL-6 has been reported to be
markedly elevated in blood and synovial ﬂuid and the IL-6 level
has been shown to correlate with disease activity [55,56]. The
phase II trial, a dose-escalating trial, started with 2–8 mg/kg of toc-
ilizumab at 2-week intervals was performed for 11 children with
severe and active systemic JIA refractory to high-dose and long-
term corticosteroids. Overall improvement in arthritis and sys-
temic features assessed on an ACR Pedi 30%, 50% and 70% improve-
ment scale was seen in 90.9%, 90.9% and 63.6% of the subjects,
respectively [57]. The randomized, double-blind, placebo-con-
trolled, withdrawal phase III trial for 56 patients with systemic
JIA, who had been refractory to conventional treatment regimens,
showed ACR Pedi 30%, 50% and 70% responses in 91%, 86% and
68% of the patients, respectively [58]. Based on this outstanding
efﬁcacy of tocilizumab for JIA, it was approved as a ﬁrst biologic
drug for the treatment of JIA in Japan. In a recent global phase III
trial (TENDER), 112 patients with severe systemic JIA refractory
to conventional treatments including TNF and IL-1 inhibitors were
enrolled. Patients were randomized to receive placebo or toc-
ilizumab (8 or 12 mg/kg, depending on body weight, every
2 weeks). Signiﬁcantly higher responses for ACR Pedi 50, 70 and
90 were also noted in the tocilizumab group at week 12 (85%,
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the placebo group) [59].
Adult-onset Still’s disease (AOSD) is a chronic inﬂammatory dis-
ease characterized by four cardinal symptoms: spiking fever, eva-
nescent maculopapular rash, arthritis and leukocytosis [60].
Pathologically it resembles systemic JIA and is considered to be
an adult-onset type of systemic JIA. Again, several case and pilot
studies reported that tocilizumab treatment improved clinical
symptoms and signs of AOSD patients who had been refractory
to conventional treatments [61–68]. The clinical efﬁcacy suggests
that tocilizumab may become a ﬁrst line biologic for the treatment
of systemic JIA and AOSD.
3.4. Crohn’s disease
Crohn’s disease (CD) is a chronic inﬂammatory bowel disease of
unknown etiology but IL-6 has been demonstrated to play a signif-
icant role in its development [69]. Elevated levels of IL-6 have been
detected in the blood and in the cultures of colonic mucosal spec-
imens from patients with CD [70,71]. Moreover, in a colitis mouse
model generated by transfer of CD45RBhigh CD4+ T cells into con-
genic SCID mice, rat anti-mouse IL-6 receptor prevented the occur-
rence of signs and symptoms of colitis such as loss of body weight,
bloody diarrhea, and rectal prolapse [72]. A pilot randomized trial
of tocilizumab for 36 patients with active CD demonstrated that
80% of patients given 8 mg/kg every 2 weeks showed a clinical re-
sponse as compared with 31% of placebo-treated patients, indicat-
ing that tocilizumab may also constitute a promising drug for CD
[73]. Colitis associated cancer is the most serious complication of
inﬂammatory bowel diseases. It was reported that IL-6 and STAT3
are required for survival of intestinal epithelial cells and develop-
ment of colitis associated cancer [74], raising a possibility that toc-
ilizumab might suppress the colorectal cancer development.
3.5. Polymyalgia rheumatica and remitting seronegative, symmetrical
synovitis with pitting edema
Polymyalgia rheumatica (PMR) is a chronic inﬂammatory disor-
der that affects the elderly. PMR is characterized by aching and
morning stiffness in the shoulders, neck and pelvic girdles [75].
Although the pathogenesis remains unknown, overproduction of
proinﬂammatory cytokines has been demonstrated to contribute
to its development. Low doses (15–20 mg/day) of corticosteroids
are effective, but 65% of patients with PMR experienced at least
one steroid-related adverse event [76] and 30–39% of patients re-
quired steroid treatment for more than 6 years [77]. Steroid-spar-
ing or alternative drugs thus need to be developed. IL-6 has been
identiﬁed as the only cytokine which is at a consistently high level
in patients with the active form of the disease and it is recognized
as the most sensitive indicator of disease activity and course, so
that IL-6 inhibition with tocilizumab may constitute a novel strat-
egy for the treatment of PMR [75,78,79]. In fact, we reported a dra-
matically beneﬁcial effect of tocilizumab on a patient with long-
standing steroid-refractory PMR complicated by diabetes, osteopo-
rosis and hypertension [80]. After ﬁve injections of tocilizumab at
8 mg/kg every 4 weeks, all symptoms such as the pain in the shoul-
ders and pelvic girdle and morning stiffness improved and the pa-
tient was found to be in remission, so that the prednisolone dose
could be reduced.
Remitting seronegative, symmetrical synovitis with pitting ede-
ma (RS3PE), ﬁrst described by McCarty et al., is an inﬂammatory
disease, characterized by acute onset, symmetrical synovitis, bilat-
eral pitting edema of the hands and feet, and seronegativity for
rheumatoid factor [81]. Since PMR and RS3PE especially affect
the elderly and swelling and pitting edema of the hands and feet
are present in 8–12% of PMR patients, it has been suggested thatPMR and RS3PE might constitute aspects of the same disease
[75]. The etiology of RS3PE is unknown, but IL-6, produced by
the synovial tissues, may play a central role in the development
of RS3PE, either directly, or through induction of VEGF production,
which then leads to synovial hepervascularity and increased vascu-
lar permeability [82–84]. Corticosteroids still constitute the pre-
ferred treatment for RS3PE and in most cases of RS3PE the quick
and the dramatic response is one of the characteristics of the dis-
ease. But for a case of RS3PE refractory to steroids we reported that
tocilizumab treatment ameliorated clinical symptoms and inﬂam-
matory laboratory ﬁndings such as CRP and matrix metalloprotein-
ase-3 (MMP-3) and led to a marked reduction in uptake of Ga-
citrate in the bilateral shoulders and hands [85]. Serum VEGF levels
decreased from 127 to 59 pg/ml. These case reports point to the
possibility that IL-6 blockade may become a novel treatment strat-
egy for PMR and RS3PE.
3.6. Gaint cell arteritis and Takayasu arteritis
The clinical relationship between PMR and giant cell arteritis
(GCA), which involves large and medium-sized arteries, especially
branches of the proximal aorta, is well established, since 16–21% of
patients with PMR also had GCA, and PMR was reportedly present
in 40–60% of patients with GCA [75]. The pathogenesis of GCA re-
mains unclear but CD4+ T cell is the key cell involved and the key
cytokines are IFN-c (essential for granuloma formation) and IL-6
(for systemic response) [86,87].
Takayasu arteritis is another inﬂammatory disease that also in-
volves large and medium-sized arteries. Serum IL-6 levels have
been reported to be highly elevated in patients with Takayasu
arteritis and to correlate positively with disease activity [88,89].
Tocilizumab treatment for a 20-year-old woman with refractory
active Takayasu arteritis improved the clinical manifestations
and the abnormal laboratory ﬁndings [90], suggesting that IL-6
inhibition might be a future treatment option for both Takayasu
arteritis and GCA. In fact, it was reported very recently that toc-
ilizumab treatment induced a rapid remission in ﬁve patients with
GCA and two patients with Takayasu arteritis [91]. This study also
found that four PMR patients became disease-free. Several studies,
however, have suggested that patients with a lower inﬂammatory
response without an increase in IL-6 expression were at a higher
risk of developing ischemic manifestations than were other pa-
tients [92], since the angiogenic activity of IL-6 offers protection
against ischemia in GCA [93]. These ﬁndings indicate that further
clinical studies are required to evaluate the efﬁcacy and safety of
tocilizumab for GCA and Takayasu arteritis.
3.7. Spondyloarthritides
The group of diseases collectively labeled spondyloarthritides
consists of reactive arthritis, ankylosing spondylitis (AS), psoriatic
arthritis, and inﬂammatory bowel disease-related arthritis. These
diseases are characterized by rheumatological manifestations such
as axial involvement, peripheral arthritis and enthesopathy, extra-
articular features, negativity for rheumatoid factor and a genetic
background with a higher than normal positivity of HLA-B27
[94,95].
Reactive arthritis is a disease comprising the clinical triad of
arthritis, urethritis and conjunctivitis [96]. The onset of the disease
is often preceded by bacterial infections either in the urogenital or
gastrointestinal tract. Although the pathogenesis is not clearly
understood, bacterial infections trigger systemic immunoreactions,
and overproductions of proinﬂammatory cytokines including IL-6
has been shown to contribute to the disease development [97–
99]. We reported one case of a reactive arthritis patient who was
successfully treated with tocilizumab [100]. A 20-year-old woman
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the arthritis, she had been treated with corticosteroids, followed by
DMARDs or with immunosuppressive drugs for 4 years, but the
disease activity remained high. When tocilizumab treatment
(8 mg/kg, every 4 weeks) was started, serum CRP and SAA levels
normalized after one injection, and two administrations of toc-
ilizumab led to the disappearance of joint swelling and pain and
complete resolution of symptoms and after ﬁve injections the ser-
um MMP-3 concentration decreased from 692 to 118 ng/ml and
Ga-citrate scintigraphy showed a marked reduction in uptake for
the joints.
The clinical beneﬁts of IL-6 blockade with a murine anti-IL-6
monoclonal antibody (B-E8) or tocilizumab on patients with AS
have also been demonstrated [101–105]. While anti-TNF blockers
have been approved for the treatment of AS, it appears that toc-
ilizumab can substantially improve clinical symptoms in patients
with AS refractory to anti-TNFs, just as found in the treatment
for RA.
3.8. Relapsing polychondritis
Relapsing polychondritis is a very rare disease, characterized by
recurrent inﬂammation and cartilage destruction [106]. Autoim-
mune reactions to antigens present in cartilage such as type II col-
lagen and matrilin and excess generation of proinﬂammatory
cytokines and chemokines are thought to evoke the disease symp-
toms [107]. The acute involvement of laryngotracheal cartilage
causes airway destruction and for such severe cases intensive treat-
ments with corticosteroids, immunosuppressive drugs and biologic
modiﬁers including anti-TNF blockers and IL-1 receptor antagonist
are required. Two patients with relapsing polychondritis that had
been refractory to steroids and immunosuppressive drugs, were
treated with tocilizumab at Osaka University Hospital. The treat-
ment ameliorated clinical symptoms related to upper and lower
airways, so that the prednisolone dose could be reduced [108]. In
one patient, airway narrowing of the bronchus was improved by
one year of treatment while in the other patient Ga-citrate uptake
in the involved cartilages had completely vanished 21 months after
the treatment. Because of the very rare incidence of the disease, it is
difﬁcult to perform well-designed clinical studies, so that there is
an urgent need for reports on clinical experience with tocilizumab
for relapsing polychondritis for evaluation of its efﬁcacy and safety.
3.9. Systemic sclerosis
Progressive systemic sclerosis (SSc), a connective tissue disease,
characterized by ﬁbrosis of the skin and internal organs, pro-
nounced alterations in the microvasculature and frequent cellular
and humoral immunity abnormities [109], is another target dis-
ease for tocilizumab. IL-6 expression is reportedly high in both
the skin and serum of SSc patients and its elevation correlates to
the skin score [110,111]. IL-6 induces collagen production by der-
mal ﬁbroblasts [24], modulates a-smooth muscle actin expression
in dermal ﬁbroblasts, and induces myoﬁbroblasts [112], which are
known to induce sclerotic change [113]. Moreover, blockade of IL-6
receptors has been shown to alleviate skin sclerosis in a mouse
model of SSc (Kitaba et al., under submission). Two SSc patients
who were resistant to conventional treatment regimens were
administered tocilizumab at 8 mg/kg every 4 weeks. After the
treatment, both patients showed softening of the skin with reduc-
tions of 50.7% and 55.7% in the total z-score of Vesmeter, a device
for measuring the physical properties of the skin [114], and of
51.9% and 23% in the modiﬁed Rodnan total skin score [115]. His-
tological examination showed thinning of the collagen ﬁber bun-
dles in the dermis. Since there are few therapeutic drugs for SSc
at the present time [116], these improvements observed in twoSSc patients suggest that tocilizumab appears to be a promising
biologic for the treatment of SSc.
3.10. Polymyositis
Inﬂammatory myopathies encompass a group of acquired mus-
cle disorders that includes polymyositis (PM), dermatomyositis,
and inclusion body myositis. These disorders share the clinical fea-
tures of progressive symmetrical muscle weakness and mononu-
clear inﬂammatory cell inﬁltrates in muscle tissue although they
are generally considered to be distinct diseases with different path-
ophysiologicalmechanisms [117]. Among these inﬂammatorymyo-
pathies, PM appears to be another target disease for tocilizumab
because, ﬁrst, IL-6 has been found to be expressed excessively in
the sera and inﬁltratingmononuclear cells in the muscles of PM pa-
tients [118,119]. Moreover, inﬁltrating cytotoxic T cells in the case
of PM are thought to be involved in muscle ﬁber damage and IL-6
reportedly functions as a killer helper factor in the induction of cyto-
toxic T cells [16]. Third, in a model of myosin-induced experimental
myositis it was shown that control mice developed clinically mani-
festmuscle damage, whereas IL-6-deﬁcientmice showed no clinical
or histological signs of muscle damage [120]. In addition, a recent
study using anothermodel of PM, known as C protein-inducedmyo-
sitis, reported that intraperitoneal administrationof anti-IL-6 recep-
tor antibody couldmodify the severity of myositis [121]. Indeed, we
administered tocilizumab to two PM patients who had been refrac-
tory to corticosteroids plus immunosuppressive drugs. In both pa-
tients creatine phosphokinase normalized and MRI images
showed the disappearance of the high-intensity zones in the thigh
muscles (Narazaki et al., under submission), suggesting that toc-
ilizumab may also be effective as a novel drug for refractory PM.
3.11. Systemic lupus erythematosus
Systemic lupus erythematosus (SLE) is a complex autoimmune
disease of unknown etiology that mainly affects young women
[122]. IL-6 has also been demonstrated to play an important role
in the development of SLE since serum IL-6 levels of SLE patients
were found to be elevated [123–125] and several studies reported
increased urinary excretion of IL-6 by patients with active prolifer-
ating lupus nephritis [125,126]. IL-6 levels in cerebrospinal ﬂuid
were useful for the evaluation of central nervous system (CNS) dis-
ease activity [127]. In murine SLE models, IL-6 blockade by means
of anti-IL-6 receptor or anti-IL-6 antibody was shown to prevent
the onset and progression of the disease [128,129]. On the basis
of these ﬁndings, an open-label phase I dosage-escalation study
was done [130]. Sixteen patients with mild-to-moderate disease
activity were assigned to receive tocilizumab (2 mg/kg for 4 pa-
tients, 4 mg/kg for 6 patients and 8 mg/kg for 6 patients) given
intravenously every other week for 12 weeks. Disease activity
showed signiﬁcant improvement in 8 of the 15 evaluable patients,
while arthritis improved in all 7 patients who had arthritis at base-
line and was resolved in 4 of them. Levels of anti-double-stranded
DNA antibodies decreased by a median of 47% in patients in the 4
and 8 mg/kg groups. As for adverse events, tocilizumab injection
resulted in reversible dosage-related decreases in the absolute
neutrophil count and one patient was withdrawn from the study
because of neutropenia. This result indicates that tocilizumab con-
stitutes a promising therapeutic biologic for SLE and that further
clinical trails will be required to establish the optimal dosing reg-
imen, efﬁcacy and safety.
3.12. Behcet’s disease and uveitis
Behcet’s disease (BD) is a systemic inﬂammatory disease of un-
known etiology, characterized by relapsing episodes of oral aph-
3704 T. Tanaka et al. / FEBS Letters 585 (2011) 3699–3709thous ulcers, genital ulcers, skin lesions, ocular lesions and other
manifestations including neurological, gastrointestinal and vascu-
lar involvement [131]. IL-6 has been demonstrated to also play a
pathological role in the development of BD, since serum levels of
IL-6 are elevated in active BD patients and some studies found that
the production of IL-6 by T cells and peripheral blood mononuclear
cells from BD patients were enhanced in vitro [132–134]. More-
over, cerebrospinal IL-6 levels are high in BD patients who have
complications related to CNS [135]. These ﬁndings indicate that
IL-6 may be a target molecule for the treatment of BD. We treated
one BD patient suffering from posterior uveitis with tocilizumab.
The patient had suffered from BD for 10 years and had been treated
with colchicine, prednisolone, and cyclosporine. For the recurrent
posterior uveitis, treatment with inﬂiximab, a chimeric anti-TNFa
antibody, was started, and the attacks of uveitis became well con-
trolled. However, 16 months later, when a severe relapse of poster-
ior uveitis occurred, tocilizumab in stead of inﬂiximab was
initiated. Continuous treatment of tocilizumab for 1 year reduced
the number of ocular attacks and the BD Current Activity Form
score (Hirano et al., unpublished observation).
Autoimmune and inﬂammatory uveitis are a group of poten-
tially blinding intraocular inﬂammatory diseases that arise without
a known infectious trigger and are often associated with immuno-
logical responses to unique proteins [136]. They often occur in con-
junction with systemic diseases. Examples include anterior uveitis
associated with juvenile idiopathic arthritis, or ankylosing spondy-
litis, and posterior uveitis in BD, Vogt-Koyanagi-Harada disease
and sarcoidosis. Several studies of animal models indicate that
Th1 and Th17 cells can both play a pathologic role in these diseases
[136]. Blockade of IL-6 signaling by using anti-mouse IL-6 receptor
antibody was recently reported to suppress uveoretinitis through
inhibition of inﬂammatory Th17 responses [137], suggesting that
tocilizumab may constitute a therapeutic option for uveitis.
3.13. Multiple sclerosis and neuromyelitis optica
Multiple sclerosis (MS) is a heterogeneous and complex autoim-
mune disease that is characterized by inﬂammation, demyelina-
tion, and axon degeneration in CNS [138]. The disease is thought
to result from a primary defect in the immune system that targets
components of the myelin sheath, resulting in secondary effects on
neurons. Recent analyses revealed that autoreactive Th17 and B
cells may function as ampliﬁers and effectors in MS [139]. Since
IL-6 is a primary cytokine for the induction of naïve T cells into
Th17 cells and of activated B cells into immunoglobulin-secreting
cells, it is likely that IL-6 is crucial for the development of MS. In
fact, IL-6 or IL-6 transcripts were found to be elevated in the CNS
of MS patients or in a murine experimental autoimmune encepha-
litis (EAE) model of MS [140–143]. Moreover, IL-6 blockade by
anti-IL-6 receptor antibody hampered the development of EAE
through the inhibition of antigen-speciﬁc Th17 cells and Th1 cells
[144], which strongly suggests that MS could be another target dis-
ease for tocilizumab. Neuromyelitis optica (NMO) is a chronic
inﬂammatory CNS disorder predominantly affecting the spinal
cord and optic nerves [145]. Since several recent studies have re-
ported a marked increase of IL-6 in cerebrospinal ﬂuid in patients
with NMO [146,147], it seems that IL-6 blockade will be a novel
therapeutic strategy for NMO.
3.14. Off-label use of tocilizumab for other autoimmune and
inﬂammatory diseases
Case reports have indicated that tocilizumab is effective for
other diseases, including acquired hemophilia A, graft-versus-host
disease (GVHD) and TNF receptor associated periodic syndrome
(TRAPS). Acquired hemophilia A is a rare bleeding disorder charac-terized by the presence of autoantibodies, which inhibit coagula-
tion factor VIII (FVIII) [148]. A patient with acquired hemophilia
A was refractory to corticosteroids and complicated with diabetes
mellitus and glaucoma. Tocilizumab treatment increased the activ-
ity VIII in a rapid and sustained manner, so that the prednisolone
dose could be reduced [149]. A patient with GVHD presenting with
abdominal pain and diarrhea had been refractory to all known
treatments but after tocilizumab was administered at 8 mg/kg
every 2 weeks, symptoms ameliorated in conjunction with histo-
logical improvement. The patient continued to be free of diarrhea
and abdominal cramps even 8 months after the cessation of toc-
ilizumab treatment [150]. TRAPS is a rare autosomal, dominantly
inherited autoinﬂammatory disease, characterized by recurrent
episodes of fever, myalgia, arthralgia, migrating erysipelas and
serositis [151]. It is caused by missense mutations of the 55 kDa
TNF receptor superfamily 1A. Etanercept and anakinra looked like
promising biological drugs, but one patient with TRAPS, whose eta-
nercept or anakinra treatment could not be continued due to ad-
verse events, was treated with tocilizumab 8 mg/kg 4 weekly.
Tocilizumab aborted an evolving acute attack and prevented fur-
ther attacks of TRAPS. During the treatment, the patient needed
no corticosteroids and showed signiﬁcant clinical improvement
in pain, stiffness and well being scores [152]. These case reports
also indicate that tocilizumab can be effective for other autoim-
mune and (auto)inﬂammatory diseases.4. Safety of tocilizumab
Data regarding the safety of tocilizumab have been collected
from RA patients and the overall safety proﬁle is consistent across
all global clinical studies and with the Japanese study program
[43]. Serious adverse events (AEs) comprise serious infections, gas-
trointestinal perforations, and hypersensitivity reactions including
anaphylaxis. The most common AEs were upper respiratory tract
infection, nasopharyngitis, headache, high blood pressure and an
increase in liver enzymes. Changes in laboratory ﬁndings, including
increases in total cholesterol and triglycerides in the blood, and de-
creases in neutrophils and platelets were also reported. A systemic
literature review to assess the risk of AEs in RA patients treated
with tocilizumab reported that pooled odds ratios (ORs) revealed
statistical signiﬁcance for an increased risk of AEs for patients trea-
ted with the 8 mg/kg of tocilizumab plus methotrexate compared
with controls (OR = 1.53; 95% CI 1.26–1.86), as well as a heightened
risk of infection (OR = 1.30; 95% CI 1.07–1.58) [153]. However, no
increases in the incidence of malignancy, tuberculosis reactivation
or hepatitis were seen. The incidence of AEs related to tocilizumab
is comparable to that for other biologics. Patients with Castleman’s
disease treated with tocilizumab for 60 weeks were reportedly to
gain weight from 56 to 61 kg [53]. The weight gain is perhaps
due to the general recovery from chronic inﬂammation, but since
IL-6 deﬁcient mice were shown to develop mature-onset obesity
[154], it might also indicate that long-term blockade of IL-6R will
lead to a metabolic-like condition. Further long-term clinical
evaluations will be required.5. Concluding remarks
IL-6 participates in host defense against environmental patho-
gens and is involved in a broad spectrum of biological events, such
as immune responses, hematopoiesis and acute-phase reactions,
whereas dysregulation of IL-6 production has been implicated in
the pathogenesis of various autoimmune and chronic inﬂamma-
tory diseases. Table 1 lists candidate diseases of additional indica-
tions of tocilizumab. It is clear that tocilizumab shows a dramatic
ameliorative effect on reactive AA amyloidosis through its inhibi-
Table 1
IL-6 signaling blockade by the humanized anti-IL-6 receptor antibody, tocilizumab, is
a novel therapeutic strategy for various autoimmune and inﬂammatory diseases.
Diseases for which tocilizumab has been approved as a therapeutic drug:
RA (in more than 90 countries worldwide) [36–42]
Castleman’s disease (in Japan) [52,53]
Systemic and polyarticular JIA (in Japan) [57–59]




Giant cell arteritis and Takayasu arteritis [90,91]
Polymyositis
Organ speciﬁc autoimmune diseases
Crohn’s disease [73]
Relapsing polychondritis [108]
Multiple sclerosis, neuromyelitis optica
Acquired hemophilia A [149]
Chronic inﬂammatory diseases
Adult-onset Still’s disease [61–68]







Autoinﬂammatory diseases (TRAPS) [152]
Tocilizumab has been approved as a biological drug for the treatment of RA, Cas-
tleman’s disease and juvenile idiopathic arthritis, and is expected to be applicable to
various other autoimmune and inﬂammatory diseases.
Abbreviations: RA, rheumatoid arthritis; JIA, juvenile idiopathic arthritis; SLE, sys-
temic lupus erythematosus; RS3PE, remitting seronegative, symmetrical synovitis
with pitting edema; GVHD, graft-versus-host disease; TRAPS, tumor necrosis factor
associated periodic syndrome.
Fig. 2. IL-6 blockade by tocilizumab may modify imbalance in Th17/Treg. IL-6,
together with TGF-b induces Th17 cell differentiation from naïve T cells while IL-6
inhibits regulatory T cell (Treg) differentiation. The imbalance in Th17/Treg
(Th17 Treg) is believed to lead to the development of various autoimmune and
inﬂammatory diseases. Continuous treatment of tocilizumab, a humanized anti-IL-6
receptor antibody, may repair such imbalance. RORc and RORa are master
transcriptional regulators for Th17 while Foxp3 is a master transcriptional regulator
for Treg. Abbreviations: RORc, retinoic acid receptor c; RORa, retinoic acid receptor
a; Foxp3, forkhead box p3.
T. Tanaka et al. / FEBS Letters 585 (2011) 3699–3709 3705tion of serum amyloid A protein synthesis, while the mechanisms
through which tocilizumab exerts its therapeutic effects in various
autoimmune and inﬂammatory diseases are not fully understood.
It has been demonstrated that imbalance in Th17/regulatory T
(Treg) (Th17 Treg) causes the development of several autoim-mune and inﬂammatory disease. IL-6, together with TGF-b induces
Th17 differentiation from naïve T cells, whereas IL-6 inhibits TGF-
b-induced Treg differentiation, indicating that IL-6 is a very impor-
tant factor determining Th17/Treg balance (Fig. 2). Therefore, toc-
ilizumab may lead to repair such imbalance in Th17/Treg [15,155].
Indeed, in several animal disease models, anti-IL-6R antibodies
have been demonstrated to suppress antigen-speciﬁc Th17 differ-
entiation but induce antigen-speciﬁc Treg [137,144,156]. These
evidences may explain why IL-6 blockade is an effective therapeu-
tic strategy for various autoimmune and inﬂammatory disorders.
While this review focused on the potential uses of tocilizumab
for autoimmune and inﬂammatory diseases, it is also potentially
useful for the treatment of malignant diseases including multiple
myeloma, renal cancer, prostate cancer and mesothelioma [28].
Future clinical trials to evaluate the efﬁcacy of tocilizumab for
these diseases and its safety and to clarify the mechanism(s)
through which IL-6 blockade exerts its clinical effects will be
essential for the identiﬁcation of additional indications for toc-
ilizumab therapy.Funding
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